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MISSION STATEMENT 
To provide professional information for midwives, and to promote the recognition 
of the role of midwives, and the need for appropriate legislation so that midwives in 
Newfoundland and Labrador are publicly funded to legally provide research-based, total 
midwifery care as a choice for childbearing families in this province. 
This Newsletter contains a summary of the annual general meeting, the President' s annual 
report (the report regarding the Newsletter was in the last issue), and other items which you may 
find interesting. The new Executive Committee is listed below. 
A second vote on whether to stay or leave the Canadian Association of Midwives (CAM) 
has been held, and there was support for staying with CAM. 
TETRA is now a call centre, and so teleconferencing will take place by telephone. 
Telephone numbers need to be provided prior to the meeting, so that the numbers can be dialed 
from St. John's. The person who places the call pays all of the charges. There is a charge for each 
line, plus long distance charges. Those attending in the St. John's area will meet at Telemedicine 
as usual, and others wait to be called at the number provided. If attendance is not possible please 
advise prior to the meeting, so that a charge is not made on a wasted line. For those outside of the 
St. John's area who want more information, calll-866-758-8300. 
This Newsletter is the method by which members are kept informed about midwifery and 
other maternity matters. Let the Editor know what you would like to see in the Newsletter. Thank 
you for items contributed. Those who submit are responsible for obtaining permission to publish 
in our Newsletter. The Editor does not accept this responsibility. 
Pearl Herbert, Editor, c/o School ofNursing, 
Memorial University ofNewfoundland, St. John's, NF, AlB 3V6 (Fax: 709-777-7037) 
AMNL General Meeting, Tuesday, September 16, 2003, 4:00p.m. (Island time). 
As the teleconference system has changed the contact will be made from St. John's 
All other sites wishing to be connected need to provide their telephone number 
to either Karene or Pearl prior to the meeting and then wait to be called 
Executive Committee 
President: Karene Tweedie, CNS, 100 Forest Road, St. John' s, NL, AlA IE5 
Treasurer: Jean Hunt Secretary: Kay Matthews 
Past President: Ann Chaulk Newsletter Editor: Pearl Herbert 
Home page: http ://www.ucs.mun.ca/~pherbert/ Newsletter in HSLibrary: WQ 160 N457n 
Annual General Meeting held on April 15, 2003, 3.30 p.m. Labrador time. 
There were eight members present and two apologies received. There was a lengthy 
discussion about our membership with the Canadian Association of Midwives, what we were 
receiving and the amount of money this costs us. Our President reported that she is now able to 
access the CAM telephone meetings as part of a three-way hookup, which does not cost us 
anything. We could stay with CAM by paying the same membership fee ($35 per midwife) as we 
did last year and we would not be charged for the Canadian Journal of Midwifery Research and 
Practice. (Originally there were to be two years of free copies but then it was found that CAM 
would have to pay expenses). CAM appears to think that we are not making any effort to recruit 
new members. Besides ongoing invitations to join AMNL, we had two large drives for more 
members, one about 1998 when each known midwife was contacted individually, and then 
another drive during the MIC meetings. Few midwives wish to join another professional interest 
group with no midwifery legislation on the horizon, although they are needed as the Government 
looks at AMNL numbers, and also several midwives who used to be interested have now retired. 
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At our ~eptember meeting there had been discussion regarding a CAM "wish list" and 
the need for CAM to support efforts to obtain midwifery legislation in places where there was no 
legislation, including for this province. (See Newsletter No. 23). There were no visible results 
from our feedback and another request was made for their support, with some response. The vote 
prior to this meeting on whether to stay or leave CAM was unclear because of spoilt ballots. It 
was decided to hold another vote just showing "Yes" or "No". 
During the Women's Health Forum, in March, there was an endeavour to recruit those 
who would be interested in forming an advocacy group, as the previous group had dissolved 
when key persons left the province. This has been done, and Friends of Midwifery of 
Newfoundland and Labrador has been formed (but midwives will not be members). Contact will 
mainly be bye-mails. A coordinator was sought, and the Women's Health Network NL was very 
helpful in arranging this. (See item in this Newsletter, p. 7). 
There was a discussion about sending the AMNL Newsletter electronically. A programme 
would be needed so that once the Newsletter is saved it cannot be further edited. 
The AMNL members had voted to spend money on the developing of an educational 
video about midwifery. We have a member who knows about producing videos and there is a 
student who is interested in working with her. Additional money will be needed from other 
sources. Photographs of midwives practising in HVGB, St. Anthony, and the coast are being 
requested for this venture. 
Pearl thanked AMNL for their nomination for the Leadership Award, and also for the 
earlier gift of two heritage designed pewter picture frames. 
Since this meeting, on May 28 information was sent to the local office of the Status of 
Women Canada regarding the inequality of access to midwifery care in Canada. 
AMNL President's Report (April 15, 2003) submitted by Ann Chaulk. 
I am pleased to present my annual report to the membership of Association of Midwives 
of Newfoundland and Labrador. It is welcome news that our membership has remained constant 
during the year with now 12 full members and 2 associate members for 2003. The Annual 
General Meeting was held on March 19, 2002 with two further meetings held September 17, 
2002 and January 14, 2003. An average of7- 8 members have attended each meeting which 
were held via the teleconference system and we continue t~ be grateful to the donating 
organisations for our use of the system. Electronic communication (e-mail) is increasing 
between us and playing a more significant role with keeping in touch. 
In addition to our own association meetings the President has represented us as a member 
of Canadian Association ofMidwives (CAM) Board at 5 meetings, 4 held by telephone 
conferencing system and one face to face meeting in Vancouver in October 2002. 
Pearl Herbert continues to be very active for the Association, maintaining a web site, 
producing 4 newsletters a year as well as responding with briefs, questionnaires, etc. on our 
behalf to give midwifery input and promotion in the health care system. Namely the: 
• Romanow Commission on Health Care (April 15, 2002) 
• Midwifery in Canada: An Environmental Scan of Professional Data (CAM project funded 
by Health Canada) (February 19, 2003) 
• 
• Primary Health Care Renewal (February 27, 2003) 
• Health Care Corporation of St. John's Strategic Planning (March 3, 2003) 
• Brief to the provincial government's Women's Policy Office (March 27, 2003) 
• Complaint to the provincial Citizen's Representative on behalf of the AMNL members 
who were appointed to the Midwifery Implementation Committee (April3, 2003) 
AMNL members may obtain copies from either Pearl or Ann upon request. 
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The Women's Health Network ofNewfoundland and Labrador collected ideas for research topics 
on their web site and suggestions were submitted by some of the AMNL members. 
Last year it was hoped that Midwifery Legislation would be presented in the Provincial 
Legislature during the Fall sitting 2002. Pearl Herbert and Karene Tweedie wrote to the Minister 
of Health and Community Services, Mr. Gerald Smith, in May to celebrate the International Day 
of the Midwife and remind him of the stalled legislation process. At the beginning of August, a 
reply was received that basically said that midwifery legislation had been put on hold. One of the 
reasons given was that there were no other groups seeking legislation just now that could join us 
under a Canopy Act. (It was the government's idea to have a Canopy Act in the first place. MIC 
recommendations are for a separate Act for Midwives.) Further correspondence between Pearl, 
Karene and the Minister of Health continued with a final letter being received dated October 10, 
2002 from Mr. Gerald Smith _stating that "self regulation of the midwifery profession will be 
temporarily postponed until a sufficient number of occupational groups are in a better position to 
make the required legislation feasible." According to a government source, 'temporarily' could 
conceivably be a long time, e.g. ten years with a comment that there are too few midwives here to· 
justify legislation. As the members of Midwifery Implementation Committee and AMNL had 
worked for many hours in the preparation for legislation this was very disappointing news. 
After a period of time for reflection on this decision it is hoped that the future will bring new 
challenges and changes to continue with the legislation process. 
The Newfoundland and Labrador Public Health Association is strongly supporting 
midwifery legislation and has written to the Minister of Health and Community Services and to 
the Community Health Representative (from Western Region) on Primary Health Care Advisory 
Council requesting legislation. 
In October 2002 I had the opportunity of a pre-arranged visit to St. John' s and included a 
previous suggestion to spend an evening with Pearl Herbert, Kay Matthews and Karene Tweedie. 
On behalf of members of AMNL, Pearl was presented with a gift as a token of appreciation for 
the time and knowledge she had given the Midwifery Implementation Committee. If any member 
ofMIC and/or AMNL would like to make a monetary donation towards the cost of this gift, 
would they please contact Karene Tweedie. 
Earlier this year and on behalf of the Association, Pearl Herbert was nominated for a 
'Leadership Award for Women' s Health in Atlantic Canada' which was successful. Pearl 
received this award in St. John' s on March 6, 2003 during the Women' s Health Network Annual 
Health Forum and the following is the citation submitted for the nomination. 
Ms. Pearl Herbert. R .M ., B .N., B .Ed., M .Sc. 
On behalfofthe Association ofMidwives ofNewfoundland and Labrador, we are 
nominating Ms. Pearl Herbert for an award of the Atlantic Centre of Excellence for Women's 
Health. 
Ms. Herbert has had a long career in women's health. From 1964 to 1977 she worked in 
several locations in the North West Territories and held various positions in clinic and public 
health nursing and midwifery in an area where there were no physicians. On coming to 
Newfoundland in 1979, she was initially employed as an Assistant Professor at the School of 
Nursing, Memorial University. From 1979 to 1987 she taught and co-ordinated the Nurse-
Midwifery Program. As an Associate Professor she was involved in teaching maternity nursing 
and other courses to baccalaureate students until she took early retirement in 1996. 
Over the course of her career and since retirement, Ms. Herbert has been actively 
involved on a voluntary basis in activities to promote women's health. She has been Coordinator 
of the Canadian Association ofMidwives, and President of the Association ofMidwives of 
Newfoundland and Labrador. She has also worked on several committees of the Association of 
Registered Nurses ofNewfoundland and Labrador on topics related to women's health. Ms. 
Herbert has been editor of the Newsletter of the Alliance ofMidwives and Maternal and 
Neonatal Nurses of Newfoundland and Labrador which then became the Association of 
Midwives ofNewfoundland and Labrador Newsletter. This is a quarterly review of recent 
research findings and developments on issues in women's health and provides valuable 
information and resources for maternity nurses, midwives and other interested individuals and 
groups. 
Ms. Herbert has been a long-time advocate for women's choice of caregiver in childbirth. 
In 1999 she was invited to be a member of the provincial Midwifery Implementation Committee. 
In 2000 she was appointed Chair of the Scope ofPractice Sub-Committee and a member of the 
Education and Licensing Sub-Committee. All the groundwork for midwifery legislation was 
completed and submitted to the provincial government in October 2001. The high quality of the 
final documents submitted to the provincial government was the result of Ms. Herbert's hard 
work and dedication. This major undertaking, which involved long hours and intense 
communication with other health professionals, was carried out on a voluntary basis. This work 
would not have been completed without the committ:nent and drive of Ms. Herbert. 
Since retirement, Ms. Herbert has represented the Canadian Association ofMidwives on 
several national committees. From 1995 to 2002, she was a member of the Canadian Perinatal 
Surveillance System (Health Canada) and was a member of several sub-committees. The 
committees developed instruments to measure perinatal outcomes and questionnaires related to 
maternity experiences. For five years Ms. Herbert was on the Breastfeeding Committee of 
Canada which promotes the Baby Friendly Initiative in Canada. 
Pearl Herbert has unselfishly shared information and knowledge with students and 
colleagues as well as those from other disciplines and the general public. She is widely 
recognized as a valuable, enthusiastic and well-informed resource person on many aspects of 
women's health. Pearl Herbert was also one of the founding members of the Women's Health 
Network ofNewfoundland and Labrador. 
--------------------------------------------------------------
During the past few months separate activities have been held by Goose Bay and St. 
John's Chapters of AMNL. In September a successful "Coffee Hut" was held at the Labrador 
Health Centre, Goose Bay to raise funds for the President to attend the 2nd Canadian Association 
of Midwives (CAM) Conference. This was so successful that funds were also donated to AMNL. 
A total of$416.00 was raised. In January eight past and present members of St. John's AMNL 
Chapter had an informal "get together" at the home of Kay Matthews. It gave the midwives in 
this area an opportunity to exchange midwifery information and meet Karen Robb who is 
planning to set up a Midwifery Practice in the city. Those present gave Karen support in the 
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challenges that lie ahead for her in this new venture. Members of both Chapters have donated 
items for CAM, 'Sponsor a Midwife Fund' and selling 'Breasts of Canada' 2003 Calendars for 
general CAM revenue, realizing a total of$254.00 from our Association. 
In September 2002 CAM proposed an increase in member subscription rates. This has 
become an ongoing issue with AMNL members which has not been resolved prior to our Annual 
Meeting. The debate has highlighted AMNL' s finances as well as ongoing membership with the 
national professional organisation. Hopefully it will soon be resolved with healthy debate _and not 
leave our Association in a weakened position. 
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In closing I would like to thank the executive of AMNL and members who give their time 
freely to the ongoing activities of the Association, to my employer and colleagues at the Labrador 
Health Centre for their support during my term of office. I have enjoyed and appreciated the 
knowledge from meeting with other midwives both provincially and nationally during the past 
two years. 
Some Midwifery Happenings Around the Country 
British Columbia. The College of Midwives ofBC requires registrants -to certify in 
obstetrical management every 3 years. For the PLEA examination process ALARM, ALSO, 
AOM ESW, and the CMBC examiner training programs meet the requirements. The next PLEA 
examination dates are September 22 and 23, 2003 . In BC there are 82 registered midwives, and 
70 are actively practicing. (Legislation was implemented in 1998 with 29 registered midwives). 
Alberta. The Alberta Midwifery Health Disciplines Committee (as there is no College) 
does not at present require continuing education certification in emergency skills to maintain 
licensure, but may in the future. In Alberta there are 24 registered midwives, and 18 are actively 
practicing. (Legislation was implemented in 1998 with 24 midwives - 10 of whom had 
restrictions on their registration). 
Saskatchewan. Midwifery legislation was passed in May 1999 but as there was no 
funding provided it has not been implemented. There are five midwives practicing and they are 
paid directly by the client as the other midwives have moved to practice in jurisdictions where 
there is funded midwifery. In May 2003 the provincial government commenced forming a 
transitional council so that legislation may be implemented, and two midwives were invited to 
attend. The transitional council's task is to change various Acts in preparation for the 
proclamation of the Midwifery Act. The Midwives Association of Saskatchewan will object to 
proclamation without funding and intends to take this issue to the media if the government insists 
on going ahead without inclusion into the medicare system. 
Manitoba. The College of Midwives of Manitoba has no requirement at present for 
continuing education certification in emergency skills to maintain licensure, but are planning to 
introduce such a requirement in the near future. The Midwives Association of Manitoba has 
begun developing an expanded Emergency Skills Workshop to meet the needs of midwives 
working in isolated and remote communities. The next PLEA examination is in the Fall 2003 . 
Registration within the province has different birth requirements than in some other provinces. 
Midwifery is in big demand. It continues to be a struggle to maintain and preserve their 
autonomy when they are employees. Midwives have been "assigned" by the Manitoba Labour 
Board to unions in each region. It is no longer a requirement to be a member ofMAM, as their 
insurance is paid by our RHA. In Manitoba there are 30 registered midwives. (Legislation was 
implemented in 2000 with 11 midwives, which increased to 18 in the next few months). 
Ontario. The College ofMidwives of Ontario requires certification in emergency skills 
every 2 years. The accredited programs include: ALARM, ALSO, AOM ESW, ON MEP 
emergency skills, and MORE. The PLEA program has been replaced by the International 
Midwifery Pre-registration Program, Continuing Education Division of Ryerson University 
(contact: agaul@ryerson. ca). They are striking two task forces. The first will establish a clinical 
practice guideline for VBAC and the second will develop continuing education on the provision 
of informed choice. In Ontario there are 237 registered midwives. (Legislation was implemented 
in 1994 with 60 midwives). 
Quebec. The Ordre de Sages-Femmes de Quebec recommends certification in emergency 
skills such as GEST A (ALARM), ALSO, AOM ESW, and are considering making this 
mandatory. They have written a French language workbook (but to translate the AOM ESW into 
French would cost $6,000). The current law permits midwives to assist women giving birth on 
hospital premises: but, as autonomous professionals, employed by the local community health 
centres, without "hospital privileges". This means that the women would not be required to be 
admitted to the hospital, and the hospitals will not be required to be responsible for the 
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midwives' practice. Midwives would simply use the facilities, bringing in a second midwife as a 
second attendant, and leaving the hospital with the woman and her baby 3 hours after the birth. If 
a woman needs any medical intervention, from IV syntocinon, to pain relief, or if she needs to 
stay more than three hours after the birth, she has to be admitted and becomes a "transfer of 
care." Taking place is the graduation of the first cohort of students from the Midwifery program 
at UQTR where 10 of them will have completed the program in the four-year period. The 
continuation of the educational program has been assured by the plan to admit 24 students next 
year, up from the current intake of 16 per year. Almost all practicing midwives are involved in 
the education of the students, either by teaching at the university, or as a preceptor. Two Inuit 
students will graduate this spring from the northern program where there is an apprenticeship 
model for the training of Inuit midwives at the northern birthing centres. Currently such 
midwives obtain a licence that restricts them to practicing only in the North, but recent 
discussions between UQTR, the Ordre and the northern midwives are leading to some 
clarification of their status. Currently midwives are responsible for 1200 births per year. In 
Quebec there are 57 registered midwives. (Legislation was implemented in 1999 following a six-
year pilot project for which midwives took an examination to assess if they were qualified to 
work at the birthing centres. These midwives were then accepted as registered midwives when 
legislation came into effect). 
Northwest Territories and Nunavut. In March the Government ofNunavut advertised for 
a Midwifery and Maternity Care Program Consultant for a three year term, for "Formulizing the 
delivery of quality pre and postnatal care in the communities. Key goals to realize are the 
development of a maternity care educational program, the logistical and strategic planning of 
maternity care and midwifery delivery to key sites, and the implementation of this program 
territory wide. This position will reintroduce midwifery into the health care system in a manner 
that respects Nunavut' s midwifery history and fulfills national standards. The delivery of a 
midwifery education program will allow the territory to certify its own midwives." The Rankin 
• 
• 
Inlet birthing centre has expanded its services regionally to serve the nine air-access communities 
of the Kivalliq region. By organizing accommodations and establishing better links with the 
community health centers there have been many referrals and birth numbers have doubled. With 
the addition of the third midwife position, the midwives are able to start visiting the other 
communities, helping with risk screening and building links with the communities and attending 
medivacs to assist women out in the region who are delivering early. They also work as regional 
consultants and educators to outpost nurses on perinatal issues. They are building their 
community links by cross-training with the medivac nurses, physicians and Health Centre Nurses 
and there is obstetric support through the Northern Medical Unit of the University of Manitoba. 
Currently midwifery is neither regulated nor publicly funded in the NWT. Legislation 
declaring midwifery as an autonomous profession is planned to be introduced in the Legislative 
Assembly in 2003, and a consultant team lead by Karyn Kaufman, Ontario Midwifery Education 
Program, was contracted to review the preparation work and write the recommendations for the 
legislation before the end of May 2003 . 
The registration requirements for midwives that are being proposed by the Department of 
Health and Social Services, mainly that midwives be registered in a Canadian jurisdiction first, 
have raised discussions and some controversy among the membership of the midwives 
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association. The Government of the NWT pointed out that they do not have the capacity to assess 
the initial or ongoing competence of midwives in-house. Therefore, they have to rely on other 
Canadian jurisdictions where there are larger numbers of midwives, more resources, and 
established colleges or health discipline committees that are mandated to engage in such 
assessment. The Midwives Association is in support of lobbying the Government to financially 
assist midwives currently living in the NWT who are registered in a foreign jurisdiction to 
become registered in Canada. Two Yellowknife midwives have applied to take the PLEA process 
with the College ofMidwives of Manitoba. 
The Midwives Association has become a formal member of the NWT Midwifery 
Implementation Committee. The first meeting was held in March 2003 in Yellowknife, where 
pertinent issues about midwifery legislation were discussed. Two midwives from Fort Smith 
were contracted by the Department of Health to develop a draft Midwifery Practice Model for the 
NWT. Yellowknife midwife Rachel Munday, a Primary Health Care Nursing Consultant, has 
been working on the midwifery file for the Department of Health and Social Services. 
The Health Minister created two new midwife positions starting April 1, 2003 in Hay River and 
in Fort Smith at a time where the funding model for regulated midwifery has yet to be decided, 
and without regulated midwifery, the local health authorities do not appear to be ready to hire 
midwives. 
Friends of Midwifery Association 
The Friends of Midwifery Association ofNewfoundland and Labrador is a newly invigorated 
consumer lobby group that is working to. establish Midwifery as a self-regulating profession in 
Newfoundland and Labrador. We believe midwives to be an essential part of a comprehensive 
health care system, and the option of midwifery care to be a right of all women and newborns in 
this province. Our priorities include building awareness within Newfoundland and Labrador as 
to what the midwifery choice can contribute to health; answering inquiries from, and providing 
information to the general public through film nights, workshops and health fairs; lobbying 
Government for legislative change on the status of midwives; and networking with other 
Midwifery organizations across Canada. For more details on Friends ofMidwifery activities or 
membership please contact us at friendsofmidwifery@warp.nfld .net or c/o Kelly Monaghan, 
FOM Volunteer Coordinator, 194 Gower Street, St. John's, NL, A1C 1P9, 579-8093 
SOGC Report from ~ WHONN Canada Connection (Spring 2003, p. 8). Maureen Heaman is 
the Nursing Representative. 
• Proposals for the "SOGC Nurses Professional Development Traineeship/Fellowship 
Opportunity" have been received, and the name ofrecipient(s) will be announced soon. 
• SOGC is advertising a position for a nurse/midwife to work with the International 
ALARM projects. 
• The SOGC 2003 Annual Clinical Meeting will be held in Charlottetown, PEl, from June 
25-30, while the 2004 meeting will be held in Edmonton, AB, from June 24-29, 2004. 
• The new MORE OB Program (Managing Obstetrical Risk Efficiently) is starting to be 
implemented across the country. It is an educational and practice change program 
developed by the SOGC, with three components: 1. A series of professional education 
modules, 2. Tools for continuous professional development, and 3. Tools to help with 
clinical practice modification. Twenty hospitals, primarily from Ontario, will be 
participating in the pilot phase of the MORE Program. 
• At the recent SOGC Council meeting on March 3, 2003, in Tobago, the following 
guidelines were approved and will eventually be available on the website at 
www.sogc.org and published in the Journal of Obstetrics and Gynaecology Canada: 
"The use of folic acid for the prevention of neural tube defects and other congenital 
anomalies"; "Alloimmunization"; "The management of uterine leiomyomas"; "The 
evaluation of stress incontinence prior to primary surgery"; "Use of fetal doppler in 
obstetrics"; "Practical guidelines: emergency contraception". 
• Three new public education brochures were introduced in December 2002: "My first 
pelvic exam"; "Emergency contraception: It might not be too late!"; "HRT and You". 
• Starting in 2003, nurses taking the ALARM course will be evaluated in the same manner 
as physicians and midwives but within their scope of practice. 
• The website for the Contraception Awareness Project, www.sexualityandu.ca has been 
getting more than 65,000 unique visitors a month. 
• Congratulations to Dr. Andre Lalonde, Executive Vice-President of SOGC, who was 
awarded The Queen's Jubilee Medal for his contributions to women' s health. 
• A new nursing representative for SOGC ~ouncil is being sought from among the 
Associate RN members of SOGC, as Maureen Heaman' s term expires in June 2003. 
Other A WHONN Canada Information 
The Dieticians of Canada just released Hepatitis C: Nutrition Care - Canadian 
Guidelines for Health Care Providers. For a copy contact: Debi Ripley, Hepatitis C Moncton 
Inc., P.O. Box 25131, Moncton, NB, EIC 2PO. (Telephone: 506-858-8519; Fax: as506-855-
3864; E-mail: hepcmonc@rogers.com) 
The Ovarian Cancer Information Project (sponsored by the National Ovarian Association 
- http://www.ovariancanada.org- in partnership with Toronto Sunnybrook Regional Cancer 
Centre and funded by the Lawson Foundation) is developing an information package for women 
diagnosed with ovarian cancer. This package consists of a video and a handbook. There are the 
generic version and versions for older women, lesbians and Jewish women, groups identified to 
be at somewhat higher risk of ovarian cancer. Awareness bookmarks are being developed in 
different languages. There is also a fact sheet. There is no charge for these materials. 
Contact: Fran Turner, Coordinator, Ovarian Cancer Information Project, 790 Bay Street, Suite 
950, Toronto, ON, M5G INS (Telephone: 416-351-3805; Fax: 416-351-3812; E·-mail: 
fran.tumer@tsrcc.on.ca) 
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Breastfeeding Committee for Canada Report from A WBONN Canada Connection (Spring 
2003, p. 8), by Vera Rosolowich 
A WHONN Canada continues to have a place on the BCC, alongside 26 other members. 
As the BCC is the National Authority for the WHO/UNICEF Baby-Friendly Hospital Initiative in 
Canada, it has a direct impact on the many A WHONN members working in the maternal-
newborn field in both institution and community. 
Several hospitals are working towards the designation of Baby-Friendly and with the new 
project in place, Baby-Friendly Initiative in Community Health Services: Implementation and 
Evaluation, this designation will eventually be available in community health care. The project 
also allows for communication and face-to-face meeting between representatives of the BCC and 
provincial/territorial contacts to help facilitate cooperation and collaboration in moving 
BFHI/BFI forward across Canada. 
The third project in which the BCC is currently involved in is the Breastfeeding, Healthy 
Eating and Active Living: Natural Tools for Diabetes Prevention. The goal is to prevent 
childhood and adult obesity, which is linked to type II diabetes, by creating an environment for 
"at risk" women which is conducive to breastfeeding from birth. Two communities will be 
provided with enhanced breastfeeding support, and outcomes will be compared with two similar 
communities in which the program was not introduced. The childbearing period is an optimum 
time for women to make lifestyle changes that can have positive long-term effects. 
• You can become an Associate Member of the BCC if you subscribe to the vision and 
mission of the BCC. Send your membership fee of$10.00 (payable to the BCC) to 
Marilyn Sanders, BCC National Coordinator, at BCC, PO Box 65114, Toronto, ON, 
M4K 3Z2. 
• Vision of the BCC: Breastfeeding is the cultural norm for infant feeding in Canada. 
• Mission of the BCC: to protect, promote and support breastfeeding in Canada as the 
normal method of infant feeding. 
• BCC web-site: www.breastfeedingcanada.ca. 
• A resource for ·breastfeeding mothers who feel isolated. You may consider informing 
them of the Moms for Milk Breastfeeding Network- Breastfeeding support and advocacy 
established by Janice Reynolds, Consumer Representative on the BCC and Administrator, 
Breastfeeding Committee for Saskatchewan. E-mail: momsformilk@sasktel.net. Web 
Site: www. sdh. sk. ca/breastfeeding/momsformilk/momsformilk.htm 
• The Baby-Friendly Hospital designation has been awarded to a second Canadian hospital, 
St. Joseph's Hospital in Hamilton, Ontario. This UNICEF/WHO Baby Friendly 
designation has special significance as St. Joseph's is a teaching hospital with more than 
4,000 births a year. 
• For Policy on Discrimination because of Pregnancy and Breastjeeding by the Ontario 
Human Rights Commission see: http://www.ohrc.on.ca/english/publications/pregnancy-
policy.shtml . 
To become a member of A WHONN subscriptions cost: $128 Cdn per year for a 
registered nurse in a province or territory of Canada. Included in the membership are: JOGNN, 
A WHONN Lifelines, and Canada Connection Newsletter, Membership forms on 
http://www.awhonn.org or contact: AWHONN, Dept. 4015, Washington, DC 20042-4015, USA. 
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Have You Read? 
Midwifery and Related Topics 
Anderson, T. (2003). Integration or disintegration? The scandal of the integration of 
midwifery services. Part 2. MID IRS Midwifery Digest, 13( I), 122-124. 
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Crow, L. (2003). Invisible and centre stage: A disabled woman's perspective on maternity 
services. RCM Midwives Journal, 6( 4), 158-161. 
Loiselle, C. G., & Dubois, S. (2003). Getting wired for interactive health communication. 
Canadian Nurse, 99(4), 22-26. ["The information superhighway has changed the fundamental 
relationship between health care providers and patients. Patients today are looking for care 
professionals to offer a map through the maze, but not to tell them which road to choose."] 
Miller, S. (2003). How safe is a tired midwife? Strategies to enhance the provision of 
effective care in situations of sleep deprivation. MID IRS Midwifery Digest, 13(I ), 22-27. (From 
the October 2002 New Zealand College of Midwives Journal, 27, 5-8.) [A 30 minute nap can 
make a big difference. Microsleeps which last from a few seconds to a minute are dangerous as 
the person appears to be awake but the brain activity is asleep, and any judgements made at this 
time are unsound. Sleep inertia when woken from sleep reduces decision-making ability for at 
least thirty minutes with the greatest impairments being found within the first three minutes of 
waking where performance may be as low as 5 I% of optimum.] 
Owens, K., Pearson, A., & Mason, G. (2003). Symphysis pubis dysfunction: A cause of 
significant obstetric morbidity. MID IRS Midwifery Digest, 13( I), I 00-102. (From the November 
2002, European Journal of Obstetrics & Gynecology & Reproductive Biology, 105, I43-146.) 
[Marked geographical variation, and a common problem of both primiparous and multiparous 
women, about which the majority of doctors and midwives are ignorant or uninterested. A great 
deal of further work is needed to establish best practice in the antenatal care of these women, 
particularly regarding symptom control. The optimum mode of delivery and appropriate 
postpartum needs to be established. The pain increases in severity with each subsequent 
pregnancy]. 
Reid, L. (2003). The development of midwifery legislation in Scotland: A history to be 
proud of RCM Midwives Journal, 6( 4 ), 166-169. [This paper examines the background to the 
1915 Midwives (Scotland) Act, how it eventually came about, some ofthe provisions ofthe Act 
and some of the differences between the Central Midwives Boards for England and Wales and 
for Scotland. The 1902 Midwives Act was for England and Wales, and the 1918 Midwives Act 
for Ireland]. 
Simmonds, W. (2003). Watching the clock: Keeping time during pregnancy and birth and 
postpartum experiences. MIDIRS Midwifery Digest, 13(1), 39-43. (adapted by author from the 
2002 Social Science and Medicine, 55(4), 559-570.) [Compares the medical model where 
mothers are today bound by the clock instead of straps, and the midwifery model which gives a 
liberated, holistic, view of time as being expansive.] 
Singh, D., & Newburn, M. (2003). What men think of midwives. RCM Midwives 
Journal, 6(2), 70-74. [Although woman-centred maternity care is important, a postal survey of a 
randomly selected sample of837 fathers-to-be in the UK found that midwives are not meeting all 
men' s information and support needs]. 
Steen, M., & Bharj, K. (2003). Midwives' reflections: Exploring attitudes, feelings and 
experiences when caring for women who are being abused. MID IRS Midwifery Digest, 13( 1 ), 
115-I 18. 
Pregnancy 
Eustace, L . W., Kang, D-H., & Coombs, D. (2003). Fetal alcohol syndrome: A growing 
concern for health care professionals. JOGNN, 32(2), 215-221 . 
Guenter, D., Carroll, J., Kaczorowski, J., & Sellars, J. (2003). Prenatal IllY testing in 
Ontario. Canadian Journal of Public Health, 94(2), 93-97. 
Hey, M., & Hurst, K. (2003). Antenatal screening: Why do women refuse? RCM 
Midwives Journal, 6(5), 216-220. 
Lee, B . (2003). Mixed blessings - ethical issues in assisted conception. RCM Midwives 
Journal, 6(3 ), 116-120. 
II 
McFarlane et al. (2003). Abuse during pregnancy and femicide: Urgent implications for 
.women's health. MIDIRS Midwifery Digest, 13(1), 44. (From the July 2002 Obstetrics 
&Gynecology, 100(I), 27-36.) [This study confirms the Confidential Enquiry in Maternal Deaths 
recommendation of a need for routine screening for domestic abuse during pregnancy]. 
Odent, M. (2002). Should pregnant women eat chocolate? MID IRS Midwifery Digest, 
12(4), 472. 
Quinlivan, E. P., & Gregory III, J. F. (2003). The impact of food fortification on folic acid 
intake in Canada [letter]. Canadian Journal of Public Health, 94(2), 154. 
Genetics 
Tough, S. C., Faber, A. J. , Svenson, L. W., & Johnston, D. W. (2003). Is paternal age 
associated with an increased risk of low birth weight, preterm delivery, and multiple birth? 
Canadian Journal of Public Health, 94(2), 88-92. [Paternal age is not a risk factor for low birth 
weight or preterm delivery among low risk women, but the risk of multiple birth with advanced 
paternal age and regardless of parity was significantly increased among women aged 25 to 29, 
and most elevated when paternal age was 15 or more years greater than maternal age. The 
reduction in number and the modification in mobility and morphology of spermatozoa increase 
after the age of 3 0, but particularly after the age of 55. Paternal age has also been associated with 
an increase in risk of autosomal dominant mutations. Although paternal age may not be 
associated with LBW and preterm delivery, there are age-related changes in men that may impact 
other birth outcomes. There is a need for increased awareness of the most common syndromes 
and diseases of advanced paternal age when planning families] . 
Labour and Birth 
Burvill, S. (2003). Midwifery diagnosis of labour onset. MIDIRS Midwifery Digest, 13(1), 
65. (From the October 2002 British Journal of Midwifery, 10(10), 600-605. 
Coggins, J. (2003) . . caesarean birth: A birth none-the-less. MID IRS Midwifery Digest, 
13(1 ), 76-79. [The ability to give birth is for some women an integral aspect of their femininity 
and directly influences their perception of themselves as a mother. This consequently affects their 
relationship with their child. Women requiring cesarean section are at risk of an unfulfilling, 
negative birth experience, after which they are physically and psychologically impaired. Quality 
midwifery care, underpinned by research evidence, has the potential to prevent this, and a table is 
given to show ways in which midwives can improve women' s experiences] . 
Costello, J., & Muntro, J. (2003). An audit of the National Institute for Clinical 
Excellence (NICE) guidelines for the use of electronic fetal monitoring in labour. MID IRS 
Midwifery Digest, 13(1), 66-68 . 
Down, J. F., & Gowrie-Mahan, S. (2003). A prospective observational study of the 
subjective experience of caesarean section under regional anaesthesia. MID IRS Midwifery Digest, 
13(1 ), 84-87. (From the 2002 International Journal of Obstetric Anesthesia, 11( 4), 242-245). 
Jackson, D. J., Lang, J. M., Ecker, J. , Swartz, W. H .. , & Heeren, T. (2003). Impact of 
collaborative management and early admission in labor on method of delivery. JOG~ 32(2), 
147-157. [Later admission in labour, cervix at least 4 em dilated, and management of perinatal 
care by certified nurse midwives in collaboration with obstetricians increased the rate of 
spontaneous vaginal delivery in low-risk women. Commentary pp. 158-160.] 
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Johansson et al. (2003). Perinatal water intoxication due to excessive oral intake during 
labour. MID IRS Midwifery Digest, 1 3( I), 72. (From the 2002 Acta Paediatrica, 91 (7), 811-814). 
Jones, S. (2003). Ethico-legal issues in home birth. RCM Midwives Journal, 6(3), 126-128 
Lee, B. (2003). Home birth- a realistic possibility? RCM Midwives Journal, 6(5), 204-
207. [A report of a meeting on the Forum on Maternity and the Newborn of the Royal Society of 
Medicine. The report may be read on the Forum's web site: www.motherhood.org.uk. Some 
costs are given such as: an uncomplicated home birth in Torbay is £423 . An uncomplicated 
hospital birth with one night stay, is £828, and £250 per extra night is added. Cesarean section 
(c/s) is £1700. A 1% reduction in c/s rate would save £51,000. The Torbay Trust had 217 home 
births last year which saved the Trust (similar to health care corporation) £92,000.] 
Lundgren,!., & Dahlberg, K. (2003). Midwives' experience of the encounter with women 
and their pain during childbirth. MID IRS Midwifery Digest, 1 3(1), 13-21 . [The midwives were 
acting with a desire to be both a companion and to be anchored when encountering the woman 
and her pain during childbirth.] 
Nick, J. M. (2003). Deep _tendon reflexes: The what, why, where, and how of tapping. 
JOGNN, 32(3), 297-306. 
Rowe-Murray, H., & Fisher, J. (2001 ). Operative intervention in delivery is associated 
with compromised early mother-infant interaction. British Journal of Obstetrics & Gynaecology, 
108(10), 1068-1075. 
Sanders, J., Campbell, R ., & Peters, T. J. (2003). Effectiveness of pain relief during 
perineal suturing. MID IRS Midwifery Digest, 1 3( 1 ), 73-7 5. (From the September 2002, 
International Journal of Obstetrics & Gynaecology, 109, 1066-1068.) [There has been little 
evaluation of the effectiveness of analgesia provided to women during perineal suturing. The 
results of this study suggest that a further detailed investigation is urgently required.] 
Shallow, H. (2003). The birth ball: Ten years experience of using the physiotherapy ball 
for labouring women. MID IRS Midwifery Digest, 13(1 ), 30. 
Vincent, M. (2003). Progress in a pocket. RCM Midwives Journal, 6(2), 82-84. [There is 
more to the process of labour than cervical dilatation when assessing the progress, including the 
power and the passenger. A scoring system to assess the effectiveness of power in labour is 
shown]. 
Vincent, M. (2003). Progress in a pocket (part two). RCM Midwives Journal, 6(3), 122-
124. [Includes the passenger labour assessment tool, and the cervical response assessment tool. 
Important that an abdominal examination should be performed prior to a vaginal examination. 
The tools described in these two articles widen the view of the dynamics of labour progress, 
more than the Bishop score. These are important assessments before deciding on interventions.] 
Williams, D. R., & Shah, M . A. (2003). Soaring cesarean section rates: A cause for alarm. 
JOGNN, 32(3), 283 . [Women need unbiased, individualized information. A cesarean should be 
the last resort, not an option based on convenience or defensive practice.] 
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Infections 
Zou, S., Forrester, L., & Giulivi, A. (2003). Hepatitis C update. Canadian Journal of 
Public Health, 94(2), 127-I29. [Mother-to-infant transmission ofHCV is under extensive study. 
The overall range is I-5%. Mode of delivery and breastfeeding do not influence rates of mother-
to-infant significantly. Reproductive care for women living with hepatitis C infection see 
http://www.hc-sc.gc.ca/hppb/hepatitis_c/careguide.html ]. 
Neonatal Care 
Byers, J. F., Yovaish, W., Lowman, L. B., & Francis, J. D. (2003). Co-bedding versus 
single-bedding premature multiple-gestation infants in incubators. JOGNN, 32(3), 340-347. 
Clinical Issues. (2003). Neonatal developmental care. JOGNN, 32(3), 378-409. 
Gallo, A-M. (2003). The fifth vital sign: Implementation of the neonatal infant pain scale. 
JOGNN, 32(2), 199-206. 
Heurter, H., Breen-Reid, K., Aronson, L., Lingard, L., Manning, D ., & Ford-Jones, E . L . 
(2003). Childhood immunization: How knowledgeable are we? Parents are asking pediatric 
nurses questions about routine vaccinations, but do nurses know the answers? Canadian Nurse, 
99( 4), 27-31 . [Midwives are expected to be able to answer questions from parents about 
immunizations. Would they have done any better than these nurses?] 
Hey, E. (2003). Vitamin K- can we improve on nature? MIDIRS Midwifery Digest, 13(1), 
7-I2. [Decisions about dosage and administration route are made by how much money the drug 
company can make, and not based on research. Nine years ago it was internationally agreed that 
'the term vitamin K deficiency bleeding (VKDB) should be used instead of hemorrhagic disease 
of the newborn (HDN) since neonatal bleeding is often not due to .vitamin K deficiency, and 
vitamin K deficiency bleeding may occur after the neonatal period. Vitamin K deficiency can 
cause catastrophic bleeding in babies two to twelve weeks old. Relatively little vitamin K crosses 
the placenta. Liver store.s are limited at birth and soon become depleted if milk does not arrive 
quickly once placental supplies are interrupted. Babies need to be fed soon and often after birth. 
Whether the mother's own nutritional status is a factor (as it is with vitamin D deficiency) 
remains unclear. Formula fed babies are at less risk because cow' s milk contains four times as 
much vitamin K as breast milk. Vitamin K is listed by the World Health Organization as an 
essential drug, but is still not available in many parts of the world. Despite this, Roche are now in 
the process of withdrawing Konakion and substituting a new produce that costs seven times as 
much. This largely unnoticed move is just one more example of how drug companies neglect the 
needs of the developing world. The justification is that the new product is safer when given 
intravenously. While I mg of vitamin K by mouth is just as good at preventing early bleeding as 
1 mg by injection, it offers little protection against late vitamin deficiency bleeding, because liver 
stores are designed to be restocked daily. A standard (1 mg) dose at birth, a hundred times more 
than is immediately needed, seems to form an artificial 'depot' store when given by 
intramuscular injection, but no such reserve when given by mouth. Four well spaced I mg doses 
of vitamin K by mouth will virtually eliminate later bleeding. When bleeding does occur it has 
been found in most cases that absorption has been compromised by an unrecognised liver 
disorder. The UK was barred from using an oral Vitamin K product because, for regulatory 
purposes, they are not part of Europe. In Europe, the Netherlands has given 25 micrograms a day 
by mouth, Denmark has given breast-fed babies I mg by mouth once a week, in Germany 2 mg at 
birth and repeated at 4-6 weeks. The choice of a I mg dose was based on the strength ofthe 
preparation the manufacturers decided to provide, and this was accepted even though it was 
known to be much more than was strictly necessary. The choice of an intramuscular route was 
dictated by the manufacturers, and is the only commercial product available. Sterile products 
command a higher 'mark up' on the true cost.] 
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Postpartum · 
Buist, A., Morse, C. A., & Durkin, S. (2003). Men's adjustment to fatherhood: 
Implications for obstetric health care. JOGNN, 32(2), 172-180. 
Dana, S.N., & Wambach, K. A. (2003). Patient satisfaction with an early discharge home 
visit program. JOGNN, 32(2), 190-198. 
O'Connor, K. 0. S., Mowat, D. L., Scott, H. M., Carr, P. A., Dorland, J. L., & Tai, K. F. 
W. (2003). A randomized trial of two public health nurse follow-up programs after early 
obstetrical discharge. An examination ofbreastfeeding rates, maternal confidence and utilization 
and costs of health services. Canadian Journal of Public Health, 94(2), 98-103 . [A British study 
found that, among women receiving usual postnatal support by community midwives, additional 
visits by a support worker did not influence health status, breastfeeding rates or use of health 
services. However, this reported Ontario study did not look at midwifery care, or screen for 
midwife visits. They only studied the effect of either a telephone call or home visits made by 
public health nurses. At one site, women who were younger and had lower levels of education 
had need of home visits, and women at the other site had more access to breastfeeding and well-
baby clinics. The cost of routine home visits was higher than that of screening by telephone. 
Although universal access to postpartum support is important, the results suggest that a routine 
home visit is not always necessary to identify the women who need it.] 
Swift, K., & Janke, J. (2003). Breast binding- is it all that it's wrapped up to be? 
JOGNN, 32(3), 332-339. [Breast binder mothers reported a greater degree of breast tenderness, 
breast leakage, and use of other pain relief measures. Breast binding should be discontinued as a 
method of lactation suppression and use of support bras encourage~. Future studies need to focus 
on Gomfort for nonbreastfeeding, postpartum mothers.] 
Thompson, A.H., Alibhai, A., Saunders, L. D ., Cumming, D . C., & Thanigasalam, N . · 
(2003). Post-maternity outcomes following health care reform in Alberta: 1992-1996. Canadian 
Journal of Public Health, 94(2), 104-108. [The strongest predictors of readmission were the 
existence of a prepartum condition, the presence of a non-routine delivery, and maternal age. 
Teen mothers showed the highest readmission rate. Those aged 40 and over showed an increase 
that was not statistically significant]. 
Breastfeeding 
. Colson, S.D., de Rooy, L., & Rawdon, J. M . (2003). Biological nurturing increases 
duration of breastfeeding for a vulnerable cohort. MID IRS Midwifery Digest, 13( 1 ), 92-97. 
Martyn, T. (2003). Artificial baby milks: How safe is soya? RCM Midwives Journal, 
6(5), 212-215. [UK toxicology experts have recently confirmed concerns over the potential 
health risks of soya-based artificial baby milks. The list of concerns about soya-based artificial 
baby milks is extensive: the high levels of phytoestrogens (equivalent to several birth control 
pills per day), the possible presence of genetically modified soya, the glucose content and the 
large quantities of metals such as aluminium, and no health-protecting immune factors as found 
in breast milk. The effect ofphytoestrogen on the fertility ofboth girls and boys fed soya-based 
milk will not be known for several years.] 
Women' s Health 
Clinical Issues. (2003). Adolescent health issues. JOGNN, 32(2), 226-263 . 
Steinberg, D., & Beal, M . W. (2003). Homeopathy and women' s health care. JOGNN, 
32(2), 207-214. 
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Research and Models 
Bellhouse, M. (2003). Health research- help at your fingertips! The Foundation of 
Nursing Studies Newsletter, Spring 2003, p. 6. [Research web sites: how to write a proposal see 
www.rddirect.org.uk; UK help see www.rdlearning.org.uk; UK funding see www.rdinfo.org.uk]. 
Bingham, R. J. (2003). Annotated bibliography of recent National Institute ofNursing 
Research findings on women's health across the life span. JOGNN, 32(3), 370-377. 
Sakala, C. (2003). Resources for evidence-based practice, March-April2003 . JOGNN, 
32(2), 222-225. [Abstracts available without charge from http://www.cochrane.org; 
agatha.york.ac.uk/darehp.htm; www.clinicalevidence.com ; gestational diabetes from 
www.ncchta.org/project.asp?Pjtid=1194/ ; preterm birth risk from 
bmj.com/content/vol325/issue7359/; domestic violence screening 
bmj.com/content/vo1325/issue7359/] 
Alternatives 
Tiran, D. (2003). European directives on nutritional supplements and herbal medicines: 
Implications for midwifery practice. MID IRS Midwifery Digest, 1 3(1 ), 128-131. [Some herbal 
medicines are contraindicated during the preconception phase, pregnancy and breastfeeding since 
they may be abortifacient, emmenagoguic, teratogenic or excessively laxative. Many essential 
oils are also prohibited, yet many women continue to use them - and midwives to recommend 
them - without realising that they are chemicals which are absorbed, metabolised, utilised and 
excreted in the same way as drugs. Herbal medicines and essential oils may also interact with 
prescribed drugs and anaesthetics or cause fetal malformations. Some examples given are: · 
St. John's wort (for depression) may damage oocytes and inhibit sperm motility, and unknown 
long term effects on breastfeeding babies. Interacts with warfarin, digoxin, diabetic medications, 
anti-hypertensives, monoamine oxidase inhibitors, oral contraceptives. 
Blue cohosh (to stimulate uterine contractions) may cause nausea, meconium stained liquor, 
transient fetal tachycardia, fetal hypoxia, neonatal myocardial infarction or congestive heart 
failure and may be vasoconstrictive or cardiotoxic. 
Ginger (controversy regarding treatment for gestational vomiting) may worsen nausea, large 
doses have mutagenic effects on the fetus. May interact with anticoagulants and anti-
hypertensives. 
Raspberry leaf (to tone the uterus so less likely to require ARM or operative delivery) should 
only be commenced in the third trimester and gradually increase the dose. Not to be used if there 
is an uterine scar, history of preterm labour, or antepartum haemorrhage. 
Echinacea (to stimulate the immune system) may be hepatoxic if taken for more than 8 weeks. 
May be teratogenic. Interacts with corticosteroids. 
Zinc when levels are low there are poor pregnancy outcomes, including intrauterine growth 
retardation, and preterm labour. High levels of zinc and copper concentrations result in low birth 
weight babies. High zinc levels can increase iron deficiency anaemia. Low levels from high 
intakes of tea, coffee, contraceptive pills, alcohol, cigarettes, gelatin. 
Vitamin A high levels have teratogenic risk. 
Folic acid protects against neural tube defect. 
Lavender essential oil has an analgesic and sedative effect in labour, increased efficiency of 
uterine contractions, reduction in blood pressure. Should be avoided when using an epidural or 
syntocinon. Overdose produces nausea, headache, and could adversely affect the cognitive 
abilities of the midwife. (Denise Tiran is co-editor with Betty Sweet of Mayes' midwifery: A 
textbook for midwives (12 ed.).] 
Conferences As this information comes from a variety of sources the editor takes no 
responsibility for any errors. 
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August 1-7, 2003 International Breastfeeding Week- Breastfeeding in a Globalised World 
for Peace and Justice. 
September 24-28, 2003 . "Honoring Traditional Midwifery", Oaxaca, Mexico. Midwifery Today 
and MANA Mexico Conference. To enable the gaining of wisdom, insight and information from 
practitioners whose midwifery history goes back thousands of years. 
Cost: Before May 20 $580 US/Before July 22 $620 US/ Before September 10 $660 US. Discount 
for Midwifery Today subscribers. 
Contact: Midwifery Today, P.O. Box 2672, Eugene, OR 97402, USA (Telephone: 1-800-743-
0974; Fax: 541-344-1422; E-mail: conference@midwiferytoday.com) 
October 1-7,2003 Canada Breastfeeding Week 
October 1-3, 2003 . CAM third annual meeting and conference, Montreal. 
Contact: Celine Lemay (E-mail: celemay@sympatico.ca) or Patty McNiven (E-mail: 
mcnivenp@mcmaster. ca). 
October 15, 2003. "Breastfeeding Challenges: Complex Clinical Issues", London, ON. Key note 
speaker: Thomas Hale, author of Medications and Mother's Milk. 
Contact: Margaret Duncan (Telephone: 519-685-8300 ext. 52954; E-mail: duncanm@lhsc.on.ca) 
October 16-18, 2003 . "Building Brighter Futures", A WHONN Canada 14th national conference, 
Mississauga. Key note speakers, Anne Grant, Jacquelyn Campbell, Michael Rachlis. 
Cost: $100 (includes lunch) for preconference researcher and other workshops on October 16. 
Contact: Nancy Watts, Victoria Campus, Rm 4126, 800 Commissioners Road E ., London, ON, 
N6A 4G5 (Telephone: 519-685-8500 ext. 52142; E-mail: nancy. watts@lhsc.on.ca ) . 
October 24-26, 2003. "Mothering, Religion and Spirituality", 7th Annual Conference of the 
Association for Research on Mothering, Toronto. 
Abstract: March 1, 2003 . 
Contact: Association for Research on Mothering, 726 Atkinson College, York University, 4700 
Keele Street, Toronto, ON, M3J 1P3 (Telephone: 4 16-736-2100 x 60366; E-mail: 
arm@yorku. ca) 
October 27-28, 2003. "Innovations in Regulation" 6th International Conference on the Regulation 
of Nursing and Midwifery, Melbourne, Australia. A key note speaker is Karlene Davis, vice 
president of the ICM. The ICM has been working with the International Steering Group for this 
event to boost the midwifery participation. 
Contact: ICM, Eisenhowerlaan 138, 2517 The Hague, The Netherlands. (Fax: +31-70-3555651 ; 
E-mail: infor@internationalmidwives.org ; Web site www.internationalmidwives.org) 
November 7-8, 2003 . Breastfeeding conference, Toronto. Speakers include Jan Riordan, Patricia . 
Martens, Frances Jones and Maureen Fjeld. 
Contact: Joyce Ridge, Clinical Nurse Specialist Antepartum & Postpartum, Mount Sinai 
Hospital, Toronto, ON (Telephone: 416-586-3238; Fax: 416-586-8830) 
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MIDWIFERY 
This Policy Statement was developed by the Executive Committee of The Society of 
Obstetridans and Gynaecologists of Canada (SOGC) and approved by its Council. 
The Society of Obstetricians and Gynaecologists of Canada 
(SOGC) supports the continuing process of establishing mid-
wifery in Canada as a regulated, publicly funded profession with 
access to hospital privileges. 
EDUCATION 
The SOGC proposes that midwifery education programs, lead-
ing to a diploma or degree, be undertaken and integrated with 
colleges or universities across Canada. The SOGC continues its 
support of ongoing evaluation and accreditation of midwifery 
programs. The SOGC will extend membership to registered mid-
wives and offer them access to ongoing educational experiences. 
PRACTICE SEITING 
The SOGC recognizes and stresses the importance of choice for 
women and their families in the birthing process. The SOGC 
recognizes that women will continue to choose the setting in 
which they will give birth. All women should receive informa-
tion about the risks and benefits of their chosen place for giving 
birth, and should understand any identified limitation of care at 
their planned birth setting. The SOGC endorses evidence-based 
practice and encourages ongoing research into the safe environ-
ment of all birth settings. 
INTEGRATION OF MIDWIFERY 
INlO HEALTH SERVICES TEAMS 
The SOGC believes midwives should be integrated members 
of the maternity care team in their community and hospital. 
Hospitals or regional health authorities responsible for mater-
nal newborn care should continue to develop strategies to effect 
this integration, in consultation with midwives and other inter-
ested parties. 
KeyWords 
Midwifery, birthing, maternity care team 
Such strategies should be dearly defined and include: 
I. Mechanisms to provide access to health-care resources and 
facilities such as laboratory tests, ultrasound, and prescrip-
tion medications. 
2. Development of policies and procedures to ensure smooth 
integration of patient care between midwives and other 
obstetrical care providers. 
3. Appropriate remuneration of consultation requests from 
midwives. 
4. Integration of outcome results (maternal and perinatal) into 
existing quality assurance programs and outcome statistics. 
5. Membership of midwives on committees concerned with 
maternal and newborn issues. 
6. Development of policies concerned with complaints and per-
formance issues. 
7. Mechanisms for liaison between professional associations and 
regulating bodies of midwifery and other professional and 
regulatory bodies. 
8. Development of midwifery standards of care. 
9. Provision of appropriate malpractice coverage for midwives. 
CONCLUSION 
T II' 
The SOGC is confident that the integration of midwifery into 
the obstetrical health-care team is fostering excellence in mater-
nity care for Canadian women and their families, which is the 
goal of our organization. This goal is being realized with the 
development and maintenance of excellent educational stan-
dards and of mechanisms that bring midwifery into the exist-
ing health-care structure for mothers and babies. The SOGC 
promotes the building of interprofessional relationships between 
midwives and other obstetrical care providers, in the interests 
of providing excellent health care for women and their babies. 
This policy statement replaces Policy Statement No. 66 dated 
September 1997. 
J Obstet Gynaecol Can 2003;25(3):239. 
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A LEGAL INF 
Obstetrical nursing 
Is obstetrics a legally high· risk area of nursing practice? 
There are several factors which lead to tl1e characterization of obstetrics as a legally risky area of 
practice. Firstly, obstetrical lawsuits are relatively common. According ro Canadian Nurses Protective 
Society -[CNPS] statistics, obstetrical and neonatal nurses 1nost frequently report lawsuits and 
occurrences to CN PS. 1 Secondly, it is not pos~ible to predict which babies will have poor outcomes. 
In lawsuits about babies compromised at birth, the majority of the babies are full term and of normal 
birth weight.2 In other words, these babies are from the largest obstetrical patient population and have 
features which may contribute to an initial assessment of being at lower risk for a poor outcotne. 
Thirdly, the financial cost of defending, settling or losing such cases is very high .. The psychological 
impact of being involved in a legal process is harder to quantify but cannot be denied. 
What aspects of obstetrical nursing require particular diligence7 
a) fetal health surveillance during labour 
T he law recognizes that it is primarily the responsibility of a nurse to monitor fetal health during 
labour: "W ithin the obstetrical team concept, each of the professionals involved has a particular role and 
one of the responsibilities of the staff nurse is to properly monitor fetal status and report concerns either 
to a team leader, an intern, a resident or the staff obstetrician." 3 Various guidelines have been developed 
to assist practitioners in doing the appropriate type and amount of fetal monitoring during labour, and 
in response to maternal and feral intrapartum health.4 A legal determination of what constituted 
reasonable nursing care in the circumstances, including fetalinonitoring, ~rill not be based solely on any 
set of clinical guidelines. Institutional policies, availability of equipment and personnel, and facility type 
tnay contribute to a ·court's detertnination of the standard of care. 
A recen t lawsuit shows that appropriate intermittent auscultation during the first .and second stage of a 
healthy and uneventful labour does pot constitute n~gligence even if the baby suffered deficits allegedly 
related to its birth.5 The mother had an uneventful pregnancy and labour. The fetal heart rate [FHR] 
was assessed -th roughout first and second stage with a Doptone, with FHRs recorded every 3--4 
minutes, the shortest interval being 2 minutes and the longest being 8 minutes. As the head was 
crowning, the FHR could not be detected. This was attributed to the fetal position deep within the 
pelvis. Sixteen minutes had passed since the last audible FHR when the doctor performed an 
episiotomy. The baby was promptly delivered but suffers frotn CP. It was alleged that the nurses._ were 
negligent for failing to adequately monitor n1other and fetus thereby providing insufficient data to the 
doctor. The nurses testified ar trial and their chart entries were used as evidence. The nurses 
documented assessments revealed constant nursing attendance during ~econd stage which met the 
standard of care. Therefore, the negligence claim against the hospital was dismissed.6 
b) monitoring the effect of measures taken to induce or augment labour 
The effects of cervical ripening agents and uterine stiJnulation on the fetus tnust be carefully 
monitored. In a recent lawsuit, the compromised baby's parents asserted that the electronic fetal 
tnonitor strip showed uterine hyperstimulation after an oxytocin infusion was comrr.tenced. The court 
held that both the doctor and nurse were negligent in disregarding the information on the tocograph, 
saying, "while information on the monitoring strip is not determinative, it is widely recognized and 
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accepted in the obstetrical profession as a valuable source of information ~hich must be considered in 
c~njunction with palpation and any other clinical signs. It is not a source which should be ignored, or 
reJected out of hand without consideration, reassessment and discussion." 7 
c) neonatal resuscitation ' 
Those who care for labouring women and fail to ·implement the basics of neonatal resu~citation risk'-..__/ 
being found negligent. For example, a nurse was found negligent in her attendance at a preterm breech 
c;lelivery.8 The court held that the nurse should have assisted the woman as she gave birth instead of 
busying herself setting up the delivery room. She should have dried the baby, placed him in a warmer, 
suctioned him and given him oxygen. None of these things had been done when th(~ doctor arrived 3 
tninutes after delivery to find the baby between his mother's legs, not breathing, flaccid, blue an_d c_old. 
d) mentoring _colleagues new to obstetrics 
Skill and expertise come only with time so it is important to ensure that novice obstetrical 
professionals, both medical and nursing, know w~ere to receive help. The importance of men to ring 
is illustrated in ~ lawsuit in \Vhich a newly-registered nurse and an experien-ced obstetrical team 
leader were b~th found negligent. 9 The new staff nurse was negligent for failing to: recognize a 
non-reassuring fetal heart rate pattern of greater than 2 hours duration; implement conservative 
measures (repositioning, etc.); and contact a physician when conservative measures were not 
successful. The team leader was found negligent in her supervision of the new nurse and her 
communication with the health care team. When the new nurse told the ream leader she was having 
problems handling two labouring patients and needed help, the team leader told her she worked on 
a busy unit ·and wot.dd have to be tnore organized. The tea1n_leader did not evaluate the situation or 
ensure that an experienced nurse did so. 
e) documentation 
Chart entries should reflect the most recent assessments as they are done to ensure treatment 
decisions are based on accurate information. If documenting on a flowsheet, avoid simple 
checkmarks that do not identify the author. Make narrative nursing notes when needed. Relevant 
communications with team members should be noted. Ensure the clock on electronic equipment \ ,..._J/ 
is recording the correct time. Remem.ber that proper-documentation can be used to exoner~te you. 
1. Canadian Nurses Protective Society, Annual Report 200 I. . 
2. Society of Obstetricians and Gynaecologists of Canada, ALARM Course Syllabus (8th ed) @2. 
3. Granger (Litigation guardian of) v. Ottau;a Gene-ral Hospital, [1996] 0.]. No. 2129 (Ont. Gen. Div.) at para. 97. 
4. For example, Society of Obstetricians and Gynaecologists of Canada, Clinical Practice Guidelines, Fetal Health Surveillance 
in Labour, No. 112, March 2002. 
5.]ohnson-Coy v. Barker, [1995] B.C.]. No. 862 (B.C.S.C.). 
6. The negligence claim against the doctor was also dismissed. The judge found her decision-making about intervening to 
hasten delivery met the standard of care. For more information on the legal relationship between nurses and their 
employers, see infoLAW®s Negligence (Vol. 3, No.1, Sepren1ber 1994), Vicarious· Liability (Vol. 7, l~o. l, Aprill998); 
and Malpractice Lawsuits (Vol. 7, No.2, September 1998) at www.cnps.ca. 
7. Kuan (Guardian ad litnn of) v. Harrison, [1997] B.C.]. No. 1215 (B.C.S.C.) at para. 45. 
8. Martin v. Listozuel Mernorial Hospital, (1998] O.J. No. 3126 (Ont. Gen. Div.). 
9. Supra note 3. 
NB. In this docume1rzt, the~feminine pron,oun includes t/Je n~asculine attd vice ve1'"Sa except where 
1"eferring to a pa1"ticipan.t in a legal P1"oceeding. 
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Breastfeeding in a Globalised World 
-forpeaceandjusdce 
Protecting, 
promoting and 
supporting 
breastfeeding and 
the best possible 
complementary 
feeding for infants 
and young children is 
the collective campaign purpose of the 
world wide breastfeeding movement as 
it prepares to celebrate World 
Breastfeeding Week (WBW) 2003. 
Globalisation is a manifold and 
sometimes even an elusive concept for 
there is no single definition. It has 
been defined as the intensification of 
worldwide social relations which link 
distant localities in such a way that 
local happenings are shaped by events 
many miles away and vice versa. The 
result of this interconnectedness of 
globalisation can have both positive 
and negative impact on breastfeeding. 
The current trend of globalisation is 
predominantly based on structuring a 
single global economy powered by 
transnational corporations and 
financial markets. Increasingly, 
globalisation is shaping a world where 
trade agreements, world trade organi-
zation priorities and the economic 
interests of transnational corporations 
hold sway and are no longer account-
able to governments, let alone the 
needs of mothers and children. 
In a globalised world, policy makers 
face new obstacles in implementating 
the International Code of Marketing of 
Breastmilk Substitutes and the relevant 
subsequent Resolutions of the World 
Health Assembly. Spreading privatisa-
tion of health care and hospitals may 
well put profits ahead of public health 
needs and breastfeeding friendly 
practices. Global deregulation and 
harmonisation are overriding national 
policies to regulate the marketing and 
labelling of infant feeding products 
and genetically modified ingredients, 
gradually making their way into infant 
foods, are claiming the product to be 
closer to breastmilk than ever before. 
And in the face of the global HIV 
epidemic, mothers are expected to 
• 
Globalisation ... is a mani-
fold and elusive concept for 
there is no single defination. 
(It has been) defined as the 
intensification of worldwide 
social relations which link 
distant localities in such a 
way that local happenings 
are shaped by events many 
miles away and vice versa. 
Holding Corporations Accountable 
by Judith Richter 
make difficult decisions in order to 
select infant feeding options that are in 
the best interest of their children. 
Although the agenda of globalisation 
may set economic goals above health, 
we can at the same time utilise its tools 
and structures to create peace and 
justice and a better world for all. 
Mothers, parents, women's groups, 
health care workers, institutions, and 
environmental networks are indeed 
resorting to new and creative ways to 
ensure that the protection for infant 
and child health that is conferred 
through breastfeeding remains safe 
and sound. 
Our tools for achieving this are 
impressive. We have the Global 
Strategy for Infant and Young Child 
Feeding, endorsed unanimously in 
2002 at the World Health Assembly 
and by the Executive Board of 
UNICEF. The Strategy gives us a 
universal framework for action to 
address a number of challenges facing 
those working for breastfeeding. The 
Global Strategy notes that trade 
agreements and World Trade Organiza-
tion priorities should not override the 
needs of mothers and children; and 
that governments need to continue 
their commitments to the implementa-
tion of the International Code of 
Marketing of Breastmilk Substitutes 
and the relevant subsequent Resolu-
tions of the World Health Assembly. 
And we can mobilize. Today, as never 
before, coalitions and individuals can 
join forces across the globe, voicing 
concerns, "fighting against war", 
raising awareness among the general 
population, and insisting that policy-
and decision-makers address issues of 
concern. 
Mothers' groups all over the globe can 
demonstrate the power and joy of 
mutual support, knowing that they 
share this act of love with a11 mothers 
around the world. Researchers can 
insist on independent research that 
can make a difference in providing 
reliable information when mothers 
confront infant feeding decisions in 
the face of the HIV epidemic. Coali-
tions can come together to ensure that 
claims are not made for "new and 
improved formulas" to mislead parents 
into believing that artificial feeding 
confers benefits similar to breastmilk. 
In 2003, we need to use the mecha-
nisms available to us through 
globalisation to bring people together, 
finding positive ways to address the 
challenges of globalisation and 
creating viable solutions. Working 
together, members of the global 
breastfeeding movement can have a 
positive impact on the structures and 
on individuals - both internationally 
and within local communities - that 
influence and enable women to 
breastfeed and to provide optimal care 
for their children. 
WBW 2003 Goals 
Our goals for World Breastfeeding 
Week 2003 are: 
• To recognise the threats and 
opportunities of globalisation for 
breastfeeding practices 
• To maximise the potential of global 
communications to educate people 
on the benefits of breastfeeding 
and appropriate complementary 
feeding, and the disadvantages of 
artificial feeding 
• To promote and act on the Global 
Strategy for Infant and Young 
Child Feeding 
• To prevent the weakening of the 
International Code of Marketing of 
Breastmilk Substitutes and subse-
quent relevant WHA resolutions 
• To work with potential allies by 
building alliances with civil society 
movements fighting for global 
justice, peace and health for all 
• To think glob~lly and act locally 
with all sectors of the community 
to protect, promote and support 
breastfeeding 
Challenges 
• Trade agreements should not 
X Undermine a nation's Code 
implementation or national laws 
regulating infant feeding products 
and food labelling 
X Weaken a government's ability to 
develop and enforce national infant 
feeding policies, in matters such as 
breastfeeding, indigenous foods, 
genetically modified food ingredi-
ents, labelling of infant foods, and 
food safety standards 
• Privatisation of health and nutrition 
care services could 
X Divert funds from public health 
systems, diminishing their capacity 
to provide high quality services, 
especially to the poor and needy 
X Decrease the accountability of 
governments for ensuring health 
care 
X Decrease the neutrality of UN 
agencies and organisations that 
partner with private sector busi-
nesses and corporations, in · 
accordance with respect for the 
Code of Marketing of Breastmilk 
Substitutes and subsequent 
relevant WHA resolutions. 
X Undermine publicly-funded 
programmes and initiatives that 
promote breastfeeding (e.g. BFHI) 
X Increase disparities among the rich 
and poor, particularly for women in 
low-income countries and areas 
• The global breastfeeding move-
ment must catch up to and monitor 
the activities of the private sector, 
which has been introducing 
components that may not be Codex 
approved, such as milk that has 
undergone genetic modification, 
acidifiers, and pro-biotic compo-
nents, into infant formula in recent 
years, advertising these as im-
provements. We must call for 
independent research to determine 
whether it is wise to test such 
products on our most vulnerable 
citizens. 
Opportunities 
.I Increased worldwide cooperation 
among members of the 
breastfeeding movement to address 
common problems and issues 
.I Enhanced understanding of global 
issues among various civil society 
organisations working towards 
global and public justice 
.I Improved access to efficient, low-
cost communication tools that link 
people with one another across the 
globe 
.I Potential links and alliances with 
the People's Health Movement 
celebrating the 25'h anniversary of 
the Declaration of Alma Ata on 
health for all. 
Tools for Action 
Supportive legal instruments, technical 
documents, strategies, guidelines, and 
global networks through which 
breastfeeding advocates can work: 
• Global Strategy for Infant and 
Young Child Feeding 
• International Code of Marketing of 
Breastmilk Substitutes and subse-
quent relevant WHA resolutions 
• World Health Assembly Resolu-
tions on Infant and Young Child 
Nutrition 
• ILO Conventions on maternity 
protection 
• Convention on the Rights of the 
Child 
• Convention on the Elimination of 
Discrimination in all forms Against 
Women 
• Millennium Development Goals 
• Codex Alimentarius Commission 
• Alliance for a Corporate-Free UN 
• International Forum on Globalisation 
WBW2003 
The World Alliance for Breastfeeding Action (WABA) is a global alliance of ne tworks and 
organisations, such as IBFAN, LLLI <tnd ILCA. and indiv.iduals, to protect, promote and support 
breastfeeding. WABA acts on the Innocenti Declaration and is in consultative status with the 
United Nations Children's Fund (UNICEF). Key writer: Elisabeth Sterken. INFACT Canada/ IBFAN 
North America. WABA, PO Box 1200, Penang 10850, Malaysia • Tel: 604-658 4816 • Fax: 604-
657 2655 • E-mail: secr@waba.po.my • Website: <www.waba.org.br> or <www.waba.org.my> 
SPONSORSHIP: WABA does not accept sponsorship of any kind irom companies producing 
breastmilk substitutes, re lated equipment and complementa ry foods. WABA encourages all 
participants of World Breastfeeding Week to respect and iollow this ethical stance. 
WBW Coordinating 
and Distributing Centres 
OVERALL COORDINATION 
• WABA Secretariat 
WABA, PO Box 1 200, 1 0850 Penang, Malaysia 
Tel: 604-658 4816 Fax: 604-657 2655 
E-mail: secr@waba.po.my 
SOUTH ASIA 
• BPNI, PO Box 10551 , BP-33, Pitampura, 
Delhi 110 034, India 
Fax:91-11-7315606 
E-mail: bpni@bpni.org 
AFRICA 
• IBFAN Africa, PO Box 781, Mbabane, Swaziland 
Fax: 268-40 40546 
E-mail: ibfanswd@realnet.co.sz 
• IBFAN Afrique Francophone 
01 BP 1776, Ouagadougou 01 , Burkina Faso 
Fax: 226-374 163 
E-mail: ibfanfan@fasonet.bf 
EUROPE 
• Baby Milk Action 
23 St Andrew's Street, Cambridge CB2 3AX, UK 
Fax: 44-1223-464417 
E-mail: info@babymilkadion.org 
• GIFA 
CP 157, CH-1211 Geneva 19, Switzerland 
Fax: 41-22-798 4443 
E-mail: info@gifa.org 
• Aktionsgruppe Babynahrung - Ev (AGB) 
Untere Maschstrasse 21, D-37073 Gottingen, 
Germany 
Fax: 49-551-531 035 
E-mail: adionbabyfood@oln.comlink.apc.org 
LATIN AMERICA 
• Cefemina 
Apartado 5355, 1000 San Jose, 
Costa Rica 
Fax: 506-224 3986 
E-mail: cefemina@racsa.co.cr 
• CEPREN 
Av Pardo 1335, Of 301-302, 
lima 18, Peru 
Fax: 51 -1-241 6205 ext 104 
E-mail: cepren@amauta.rcp.net.pe 
Brazil & Lusophone Countries 
• Origem group 
Av. Beira Mar, 3661 loja 18, Casa Caiada, 
Olinda, PE 53130-540, Brazil 
Fax: 55-81-3472 7701 
E-mail: origem@aleitamento.org.br 
NORTH AMERICA 
• NABA 
254 Conant Road, Weston, 
MA 02493-1756, USA 
Fax: 1-781-893 8608 
E-mail: marshalact@aol.com 
• llllnternational 
1400 N Meacham Road, Schaumburg 
ll 60173-4840, USA 
Fax: 1-84 7-519 0035 
E-mail: lllhq@llli.org 
• INFACT Canada 
6, Trinity Square, Toronto, ON, MSG 1 B1 , Canada 
Fax: 1-416-591 9355 
E-mail: info@infac tcanada.ca 
PACIFIC 
• Australian Breastfeeding Association 
PO Box 4000, Glen Iris, VIC 3146, Australia 
Fax: 61-3-9885 0866 
E-mail: info@breastfeeding.asn.au 
• PINDA 
do Christine Quested, Nutrition Centre, 
Health Dept., Private Mail Bag, Apia, 
Western Samoa 
Fax: 685-21870 
E-mail: sio_b@samoa. ne t 
IN FACT 
Canada 
IBFAN 
North 
America 
Infant Feeding Action Coalition, 6 Trinity Square Toronto, ON MSG 1B1 tel: (416) 595-9819 fax: (416) 591-9355 
Newsletter---------------
Winter 2003 
Frotn Birth to Breast 
R cognition of the indispensable. ontinuum between birthing nd breastfeeding was impor-
tantly entrenched in the now globally 
adopted WHO /UNICEF Ten Steps 
to Successful Breastfeeding1• Help-
ing mothers to initiate breastfeeding 
immediately after birth is gradually 
becoming the norm as former priori-
ties of delivery room routines such as 
measurements, medications and baths 
fade in importance. In contrast, there 
is the extraordinary and miraculous 
journey of a newborn infant in a 
quest to find her mother's breast. This 
unparalleled skin-to-skin journey and 
perhaps the most important journey 
of her life has long lasting impact 
for both the newborn baby and her 
mother. 
Her mother's touch and heartbeat, 
her ·mother's soft and familiar voice, 
and the reward of sweet colostrum, 
after an exploration of nuzzling and 
rooting, are her first post birth rela-
tionship experiences. 
Relearning this journey of birthing 
and breastfeeding is, with the realiza-
tion of how far we have strayed from 
normal human behaviour, the critical 
goal of the Baby-Friendly Hospital Ini-
tiative. There is much to learn about 
this journey and its profound impact 
for mother and baby 
Hospital routines described in 
Sweden in a 1960s pamphlet2 were not 
much different from what Canadian 
mothers had been subject to: "The 
Skin-to-skin contact between mother and baby immediately after birth 
facilitates exclusive breastfeeding. 
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infant is brought to the mother on 
scheduled time, well-wrapped with 
only face and hands visible, and has to 
be satisfied within a certain time limit. 
If the breast milk should not reach 
requisite amounts, we have such good 
infant formula nowadays that the 
baby's health is not gambled with." 
Fortunately for all of us, Swedish 
researchers, realizing the important 
relationship between suckling and 
milk production, decided to inves-
tigate what happens during labour, 
birth and immediately post-partum. 
In particular, they examined the role 
of oxytocin. As hormones go, this 
maternal hormone, secreted in large 
amounts, performs a pivotal role in 
early suckling. Its production is stim-
ulated by skin-to-skin contact and is 
the catalyst in the emotional bond 
between mother and infant. 
Notes: 
1. World Health Organ~zation. Protecting, 
Promoting and Supporting Breastfeeding: the 
special role of the maternity services. A joint 
WHO/UNICEF statement. Geneva: WHO, 
1989 
2. Widstrom AM in Studies on 
Breastfeeding: Behaviour and Peptide 
Hormone Release in Mothers and Infants. 
Applications in delivery and maternity. 
Department of Pediatrics, Karolinska 
Institute, Stockholm, Sweden, 1988 
Some important facts 
When mothers received labour anal-
gesia, the infants' hand massage 
movements were less frequent, and 
they were less likely to breastfeed 
within the first two and a half hours 
after birth. As well these infants had 
higher temperatures and cried more. 
Thus analgesics given during labour, 
reduce spontaneous breastfeeding 
behaviours and increase baby's tem-
perature and crying. 
Ransjo-Arvidson AB, Matthiesen AS, Lilja 
G, Nissen E, Widstrom AM, Uvnas-Moberg 
K. Maternal analgesia during labor disturbs 
newborn behavior: effects on breastfeeding, 
temperature, and crying. Birth 28:20-21, 
2001 
Ten vaginally delivered infants 
whose mothers had not been exposed 
to rna b~rnal analgesia were video-
ecorded from birth until the first 
breastfeeding. When the infants were 
sucking, the massage-like hand move-
ments stopped and started again when 
the infants made a sucking pause. Peri-
ods of increased massage-like hand 
movements or sucking of the mother's 
breast were followed by an increase in 
maternal oxytocin levels. The results 
show that newborns use their hands 
as well as their mouths to stimulate 
maternal oxytocin release. This may 
have a significant effect on uterine 
contraction, breastmilk production, 
and mother-infant interaction. 
Nissen E, Matthiesen AS, Ransjo-Arvidson 
AB, Uvnas-Moberg K. Postpartum maternal 
oxytocin release by newborns: effects of 
infant hand massage and sucking. Birth 28: 
13-19,2001 
"The most appropriate position of 
the healthy full-term newborn baby 
after birth is in close body contact 
with the mother," is the conclusion 
of a study that looked at the crying 
behaviours during the first 90 min-
utes of life in three situations: when 
skin-to-skin with the mother; when in 
a cot; when in a cot for 45 minutes and 
then skin-to-skin with the mother. The 
results showed that infants cried when 
physically separated and stopped 
when reunited with the mother. This 
newborn cry is not dependent on a 
previous learning experience and is 
similar to other mammalian "separa-
tion distress calls." 
Christensson K, Cabrera T, Christensson E, 
Uvnas-Moberg K, Winberg J. Separation 
distress call in the human neonate in the 
absence of maternal body contact. Acta 
Paediatr 84:468-473, 1995 
Eight women's experiences were 
tape recorded to elucidate mothers' 
experiences related to separation from 
their newborns during their first week 
of life. Their full-term newborns had 
been treated in the neo-natal inten-
sive care unit for between two and 
10 days and then declared healthy 
and sent home. The women's narra-
tives revealed that their experiences 
had caused them emotional strain 
and anxiety. From the analysis, three 
themes emerged: ·ubeing an outsider" 
was based on feelings of despair, pow-
erlessness, homelessness, and disap-
pointment; "lack of control" included 
emotional instability, threat, guilt, 
and insecurity; /Jcaring" included 
trust, love, anxiety, relief, and close-
ness. Separating a mother and her 
newborn during the 1st week of the 
child's life involves much emotional 
strain for the mother, even though the 
newborn is not seriously ill. 
Nystrom K, Axelsson K. Mothers' experience 
of being separated from their newborns. J 
Obstet Gynecol Neonatal Nurs 31 :275-82, 
2002 
This Polish study is yet another 
confirming the importance of mother-
infant skin-to-skin contact immedi-
ately after birth. Using a prospective 
cohort study design, 1250 Polish 
children were followed for three 
years to determine the influence on 
breastfeeding practice of skin-to-skin 
contact after delivery. Infants who 
were kept with their mothers for at 
least 20 minutes were exclusively 
breastfed for 1.35 months longer and 
weaned 2.10 months later than infants 
who received no such contact after 
birth. In conclusion, extensive mother-
infant skin-to-skin contact lasting 
more than 20 minutes after delivery 
increases the duration of exclusive 
breastfeeding. 
Mikiei-Kostyra K, Mazur J, Boltruszko I. Effect 
of early skin-to-skin contact after delivery 
on duration of breastfeeding: a prospective 
cohort study. Acta Paediatr 91 :1301-1306, 
2002 
Epidural anaesthesia, commonly 
administered to women in labour, is 
known to affect breastfeeding. Moth-
ers receiving epidural anaesthesia 
were compared to mothers not given 
anaesthesia during labour. Two suc-
cessful breastfeedings within 24 hours 
of age were achieved by 69.6 per cent of 
mother-baby pairs who had received 
epidural anaesthesia compared with 
81.0 per cent of mother-baby pairs 
who had not. Infants of mothers who 
had had epidural anaesthesia were 
significantly more likely to receive 
a bottle supplement during their 
hospital stay. In conclusion, epidural 
anaesthesia during childbirth had a 
negative impact on breastfeeding In 
the first 24 hours of life. •!• 
Dennis j. Baumgarder, MD, Patricia Muehl, 
RN, MSN, Mary Fischer, MS, Bridget 
Pribbenow. Effect of labor Epidural 
Anaesthesia on Breast-Feeding of Healthy 
Full-Term Newborns Delivered Vaginally. 
JAm Board Fam Pract 16:7-13, 2003 
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Fattening the bottom line 
Who is monitoring Mead Johnson's health claims? 
ead Johnson's hard-line 
marketing for its fat-altered 
formulas has those work-
ing with pregnant women and new 
mother-baby pairs enraged. 
Mothers too are feeling the heat. 
Mary Siever of Lethbridge, in a 
letter to Mead Johnson w rites, "This 
weekend I noticed three advertisements 
for your formula A +. At first I thought 
this was the individual stores only, but 
after seeing your little blurb about how 
it increases IQ, I realised this must be a 
Enfamil A+ formula price jump 
WHO International Code of Marketing 
of Breastmilk substitutes." 
And what about Health 
Canada? 
A letter to INFACT Canada, from 
Anne McLellan, Minister responsi-
ble for Health Canada, dated Janu-
% price jump of 
One nurse/lactation consultant 
writes: " ... our formula is supplied by 
Mead Johnson. The company has informed 
us that they zvill be only supplying Enfa-
mil A+ versus Enfalac With Iron. We have 
many concerns about this, not only from 
a service contract perspective, but also 
Price Can weight Price per Enfamil A+ over 
similar formulas 
from an ethical/moral perspective. Can 
you enlighten me about Health Canada's 
process whereby they have approved this 
formula? Any assistance zvould be greatly 
appreciated as we are really angry at Mead 
Johnson's handling of this and want to 
stand our ground on this issue." 
Powder (large can) 
Brand A with iron 
Brand B with iron 
Mead johnson Enfalac with Iron 
Mead Johnson Enfamil A+ 
Concentrated 
Brand A with iron 
Brand B with iron 
Mead Johnson Enfalac with Iron 
Mead johnson Enfamil A+ 
per can 
$24.99 
$24.99 
$23.99 
$26.99 
$3.29 
$3.49 
$3.29 
$3.99 
or volume mlorg 
900g $0.038 33% 
900q $0.0278 33o/o 
850q $0.0288 31 % 
730g $0.037 
385ml $0.0089 21 % 
385mf $0.009 14o/o 
385ml $0.009 21 o/o 
385ml $0.010 Others too are venting their anger 
as the Mead Johnson promos and for-
mulas make fraudulent nutrition and 
health claims, positing their product 
to be like breastmilk. And importantly 
they ask, where is Health Canada? 
Who is regulating these claims? 
Data based on prices obtained from Shopper's Drugmart in the Eaton Centre (Downtown Toronto) on March 12, 2003. 
promotion of Enfalac (Mead Johnson). 
As I am sure you are VERY azvare, 
advertising, marketing of breastmilk 
substitutes is in direct violation of the 
Questions of efficacy continue 
In the USA where the Lipil-enhanced formulas were first launched, the abil-
ity of these formulas to perform as claimed has been questioned. In a briefing 
document the California WIC (Women, Infants and Children) Association 
raises this question: "The hypothesis is that formulas enhanced with DHA 
and A~ may promote improved visual and mental development outcomes 
in formula-fed babies more similar to breast-fed babies. However, research 
also indicates that infants can synthesize DHA and ARA from other precur-
sor dietary components, namely linoleic and linolenic acids. Research cited 
by Mead Johnson's competitor, the Ross Company, shows similar outcomes 
with their standard and lipid-supplemented formulas. 
"No long-term studies have been completed to confirm the need for lipid 
enhancement and the absence of adverse effects. The Food and Drug Admin-
istration (FDA) allowed the formulas with a request that formula companies 
continue long-term studies." 
Further, the WIC Association raises the following concern: formulas have 
the potential to affect the health, growth and development of a large population. 
Therefore, decisions must be based on sound and conclusive scientific evidence. 
Possibility of negatively affecting breastfeeding rates 
WIC is concerned that the lipid-enhanced formulas will be a disincentive to 
breastfeed, if parents perceive them to be interchangeable with breast milk. 
WIC's primary goal in infant feeding is to promote breastfeeding. Unfortu-
nately, some parents assulfle that lipid-enhanced formulas are "breast milk 
formula." They think that Enfamil Lipil is made from breast milk, or is "just 
like breast milk." They may not realize that infant formula does not replicate 
the unique benefits of breast milk. These misperceptions may weaken par-
ents' motivation to breastfeed their infants. •!• 
ary 28, 2003, clearly spells out what 
Mead Johnson may not do. 
"The Food and Drugs Act pro-
hibits the labeling or advertising of 
any food in a 'manner that is false, 
misleading or deceptive or is likely 
to create an erroneous impression 
regarding its character, value, quan-
tity, composition, merit or safety.' " 
Yet, we ask, who is minding the 
store? How is it that these claims and 
labeling infractions, which so obvi-
ously violate the Food and Drugs 
Act, are made with audacity and 
seemingly without penalty? Should 
they not be accountable to Canada's 
laws and regulations and especially 
the high cost of infant illness attrib-
uted to their products? 
Higher costs 
Mead Johnson will expect its market 
share to increase as it turns up the 
heat in its campaign to compete 
with breastfeeding. It also expects 
to increase its bottom line by increas-
ing the cost of its product. A cost 
comparison in Canada of the altered 
formulas to other routine formulas, 
shows a retail price increase of 20 to 
30 per cent [see chart above]. Mothers, 
thinking they are buying the best for-
mula for their babies, will purchase 
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these price-inflated formulas, not understanding the 
emptiness of the claims. 
In the US, the product is priced from 15 to 30 per cent 
higher than comparable infant formulas. 
I 
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Mead Johnson recall of 
fortnulas w-ith altered fats 
And what does Mead Johnson tell those who 
question their claims? 
"We zvant to assure you that the health of infants is first 
and foremost in Mead Johnson's business practices and that 
Mead Johnson Nutritionals endorse and support breastfeeding 
as the superior form of infant nutrition in all of our marketing 
activities. The intent behind the promotion of Enfamil A+ is 
not to persuade mothers to bottlefeed, nor to suggest in any 
way that formula feeding is superior, easier, less costly or more 
socially acceptable." •!• 
I 
i 
I 
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M ead Johnson's new formula which has already come under severe criticism in the US because 
of increased gastrointestinal side effects, came under 
product recall there recently. The product was found 
to be contaminated with Enterobacter sakazakii, a 
virulent pathogen that can cause sepsis, meningitis, 
or necrotizing enterocolitis in newborn infants, par-
ticularly premature infants, or infants with weakened 
immune systems. 
-lvlead Johnson's Lynda Scullion, 
Consumer Resources Centre, to Mary Siever, January 22, 2003 
Mead Johnson's product under recall is a formula 
the company recommends for premature infants. •!• 
Exclusive breastfeeding: 
the only water source young 
infants need 
The misconception that exclusively breastfed infants need additional 
water, especially during hot weather, 
continues despite scientific evidence 
o the contrary. In many parts of 
the world other liquids such as teas, 
sugar-water, juices and gruels are 
routinely given to infants as early as 
the first month of life. Studies in Peru 
showed that 83 per cent of infants 
were fed water and teas during the 
first month of life. Surveys in the 
Gambia, the Philippines, Egypt and 
Guatemala report over 60 per cent of 
newborns receiving supplementary 
fluids to breastmilk. 
Although cultural and spiritual 
practices account for some of these 
practices, the advice of health work-
ers also influences the use of supple-
mentary fluids. Midwives in Ghana 
advised the giving of water to all 
infants immediately after birth; 
nurses in Egypt advised mothers 
to give sugar-water after delivery; 
about 50 per cent of hospitals in 
Canada reported the practice of sup-
plementation with water, glucose or 
infant formula 1• 
In order to address this "myth," 
Linkages, the U.S.-based Academy 
for Educational Development has 
Myth buster 
issued a FAQ fact sheet entitled, 
Exclusive Breastfeeding: The Only 
Water Source Young Infants Need. 
The publication recommends 
communicating the message: 
Don't Give Water 
> Make clear the meaning of exclu-
sive breastfeeding. 
>- Take ideas often asso-
ciated with water and 
apply them to colos-
trums. 
> Explain why exclusively 
breastfed babies do not 
need water. 
>- Point out the risks of 
giving water. 
> Link good breastfeeding 
practices to adequate 
liquid intake for the 
mother. 
The full document 
is available on the 
linkages website at 
www.linkagesproject.org 
Healthy newborns enter 
the world well hydrated and 
remain so if breastfed exclu-
sively, day and night, even in 
the hottest, driest climates. 
Nevertheless, the practice of 
giving infants water during 
the first six months - the 
recommended period for 
exclusive breastfeeding 
- persists with dire nutritional and 
health consequences. This FAQ dis-
cusses these consequences and the 
role of breastfeeding in meeting an 
infant's water requirements. •!• 
Reference 
1. Hanvey L. Levitt C. Survey of Routine Mater-
nity Care and Practices in Canadian Hospitals. 
CICH and Health Canada. 1995 
Breastmilk: the only food and drink a 
baby needs 
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Breastfeeding Challenge STATS 
Atotal of 816 mother-baby pairs participated in the Breastfeeding Challenge at 47 sites across Canada in 10 
provinces and one territory. Here are some other statistics: 
Powered by Breastmilk - Cold Lake, Alberta 
Yukon had the highest per capita number of mother-baby 
pairs with 23. BC had 444 women at 23 sites. Ontario had 
119 women at seven sites. Co-ordinator Frances Jones of 
Vancouver aims to get the 74 women breastfeeding in Vic-
toria, BC, into the Guiness Book of World Records for the 
greatest number of women breastfeeding in one place. 
Media coverage - Cornerbrook, Newfoundland \ 
For World Breastfeeding Week we are having breastfeeding celebrations at four Healthy Baby Clubs 
with refreshments and playing the game /JWho Wants to 
win at Breastfeeding?" (Think along the lines of Who 
wants to be a millionaire.) 
We distributed the Infact Canada PSAs to our local 
radio stations and asked that they air them through WBW 
and also through the year from time to time. 
We have asked local businesses with outdoor billboards 
to display breastfeeding friendly messages. (Not sure how 
successful this was this year - didn't have a lot of time to 
get out there, but we will repeat the effort later.) 
We have the Breastfeeding Challenge going ahead 
at five sites throughout our Region: Port Saunders, Deer 
Lake, Corner Brook, Stephenville and Port aux Basques. 
We've been well covered by the media: Full page cover-
age in the Western Star on Saturday, September 29, live 
radio interview on CBC radio on Friday, September 28, NTV 
interview for Wednesday, October 2 (or 3rd depended on 
physicians' strike news), and Rogers Cable TV interview for 
Wednesday, October 2. The media will cover our challenge 
events as well. 
Our group in Port aux Basques 
held an open house on October 1 
attended by approximately 90 
people. Refreshments were pro-
vided by the Ladies Hospital 
Auxilary. The local papers took 
pictures and covered the story 
as well. 
1 
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I just wanted to let you know what our breastfeeding group did to celebrate WBW here in 
Cold Lake, Alberta. Our breastfeeding group, Babies 
First, worked with a nurse at our local health unit 
and got our message out there in a variety of ways. 
Our community has a large banner which spans the 
"main drag" and can be used by groups to advertise 
functions. We had World Breastfeeding Week on the 
banner for two weeks. Our local paper ran the press 
release from the WBW kit and our mayor proclaimed 
WBW using the sample proclamation. Babies First 
put a display in the local shopping mall with a raffle 
for one of the breastfeeding pillows and "Powered 
by Breastmilk" T-shirts that we sell. We also had 
a display and raffle at 
the health unit. I did 
an interview with 
the local radio sta-
tion that ran all day 
October 1 and we had 
a celebration at the 
health unit the same 
day with 17 moms and 
dads and 19 breastfed 
babies, toddlers and 
children. The local 
paper came and took a 
picture which ran just this week (our paper comes out 
once a week). Most of the children proudly wore their 
"Powered by Breastrnilk" T-shirts for the picture. 
I am proud of our groups efforts to promote 
breastfeeding and this year, the importance of doing 
so was very apparent to me. Our local radio station, 
while running the interview about WBW, refused 
to play the Moxy Frtivous public service announce-
ments. The person in charge didn't think they were 
"suitable." As well, we received negative comments 
about our T-shirts, many from nurses working at the 
health unit! They don't think they are appropriate. 
We have a long way to go in changing attitudes. 
On the plus side, I think that as Alberta's small-
est city of 11,000 we did more than communities ten 
times our size. Breastfeeding is alive and well in 
northeastern Alberta! 
- Heather Henson, Babies First 
- Kimberley Hancock 
.. R. CHARLES L. LEGROW ~'' 
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these. only five per cent were =· ,. instinct to get a boob oul I fed my . t 
nursed by their mothers, most :.. . friend Katrina's baby once and she· : 
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--------------------------------------------------------------------
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--------------------------------------------------------------
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representatives to review articles, attend conferences, be on committees). Your name would not be forwarded 
without your consent. 
Provincial: 
------------------------------------------------------------------
National: 
----------------------------------------------------------
International: 
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Would be interested in participating in a research project if asked: Yes __ No ___ _ 
If pay CAM fees as a Full member of another Canadian Midwives Association, name of Association: 
I wish to be a member of the Midwives Association and I enclose a cheque/money order from the post office 
for: $ 
---------------(Cheques/money orders only (no cash) made payable to the Association of Midwives of Newfoundland and 
Labrador). 
Full membership for ALL midwives is $75.00 (as this includes the Canadian Association of Midwives fees which 
the Association has to pay). 
Associate membership for those who are not midwives is $40.00 
Membership for those who are unemployed/retired is $20.00 
Membership for those who are residing outside of Canada $85.00 (to cover the cost of the extra postage). 
Signed: - __________________ _ Date: --- ----------------
Return to: Jean Hunt, Treasurer, P.O. Box 1495, Stn. B, Happy Valley-Goose Bay, Labrador, AOP lEO 
• 
